SUMMARY
A case of Marfan's syndrome associated with Wolff-Parkinson-White (WPW) syndrome is described and a discussion follows on the possible relationship of the two conditions. Isolated cases of such an association have been previously reported.1),2) It is possible that the association is more common than was previously recognized and the two conditions may share a common pathological basis. Moreover, WPW syndrome may contribute to the cardiac morbidity of Marfan's syndrome. height which was over the upper third centile for her weight. She had arachnodactyly and a high arched palate. Cardiovascular examination revealed a grade 2/4 early diastolic decrescendo murmur maximal at the lower left sternal border that was loudest on expiration, and a grade 2/6 late systolic murmur maximal at the apex and radiating into the axilla, again loudest on expiration. Pulse and blood pressure were normal. Abdominal examination showed an 18 week gravid uterus. There were no other abnormalities. ECG showed a PR interval of 0.10 sec, delta waves in the QRS complex and a predominantly negative deflection in lead VI-consistent with WolffParkinson-White syndrome type B. Echocardiography confirmed mitral valve prolapse and aortic regurgitation due to outflow tract dilation. The patient was followed by the cardiologists. James et al (1964),7) described 2 cases of non-specific cardiac conduction abnormalities, both of which included prolonged PR intervals-the opposite of the change seen in Wolff-Parkinson-White syndrome.
In both cases arrhythmias resulted in sudden death and post mortem examination showed proliferative changes in the tunica media of the nutrient arteries of the sinus node and the atrioventricular node.
In Wolff-Parkinson-White syndrome most patients have normal hearts on gross examination.
However, cardiomyopathies are occasionally seen.8) Possibly, an accessory pathway due to some muscular ischemia may have been present in the case discussed here, although there is no direct evidence for such a mechanism.
Wolff-Parkinson-White syndrome is also associated with mitral valve prolapse. The mechanism of this is not clear, but since diastolic depolarization of muscle fibers in the anterior mitral leaflet in response to stretch has been demonstrated experimentally, the abnormal stretch of the prolapsed leaflet may be of pathogenic significance.9) Clearly, the same process may be occurring in Marfan's syndrome. Thus, to conclude, Wolff-Parkinson-White syndrome in this case of Marfan's syndrome may have three explanations:
1. Presence of mitral valve prolapse causing an abnormal conduction pathway. 2. Coincidental presence of the two conditions.10) 3. Intrinsic cardiac muscle ischemia due to vasculitis producing aberrant cardiac conduction-unlikely. Further studies may produce a clearer understanding of this complex subject.
